bladder neck area is opened from outside. Semen collected in the sequestrated prostatic urethra is aspirated with needle over which prostatic urethra is opened .A 6Fr endoscope is passed through the prostatic urethra distally to visualize the membranous urethra. The membranous urethra is opened perfectly under vision as distally as possible. Excision of the scar at the apex of membranous urethra is kept to minimum to preserve continence. Bulbo-Membranous Anastomosis (BMA) and bladder neckeprostatic anastomosis is performed .
bladder neck area is opened from outside. Semen collected in the sequestrated prostatic urethra is aspirated with needle over which prostatic urethra is opened .A 6Fr endoscope is passed through the prostatic urethra distally to visualize the membranous urethra. The membranous urethra is opened perfectly under vision as distally as possible. Excision of the scar at the apex of membranous urethra is kept to minimum to preserve continence. Bulbo-Membranous Anastomosis (BMA) and bladder neckeprostatic anastomosis is performed .
RESULTS: Mean age 14 (5 to 36) yrs ,mean follow up 26 (14 to 72) months .Initial 2 adults are 100% incontinent . We then modified our technique of identifying membranous urethra through intraprostatic scopy and bulbo membranous anastomosis. The video is of an adult who underwent transpubic urethroplasty at age 7 for double block. As prostatic urethra was rudimentary bulbo vesical anastomosis was performed. He presented at age 18 years with pain after ejaculation. He was reoperated using our modified technique.1 adult and all 5 children were approached through the above improved technique. 2 (40%) children required redo surgery with for revision of the bladder neck anastomosis. as we had tried narrow anastomosis to help continence. All children are continent and have good flow, 2 have occasional nocturnal dribbling.
CONCLUSIONS: Double transection with injury at membranobulbar and prostate bladder neck junction requires two separate anastomoses to be performed. Postoperative continence is possible .Our step wise technique improved continence rates to ensure proper preservation of the external sphincter.
Source of Funding: none

V1-11 STAGED URETHROPLASTY FOR PENILE URETHRAL STRICTURES AFTER HYPOSPADIAS REPAIR AND LICHEN SCLEROSUS
Andrew Gomella, Logan Hubbard, Hong Truong, Philadelphia, PA; Bradley Figler*, Chapel Hill, NC INTRODUCTION AND OBJECTIVES: Staged urethroplasty with oral mucosa graft is a versatile and reliable technique that allows patients with severe penile urethral strictures from lichen sclerosus, repeated failed urethroplasties and trauma to resume standing physiologic voiding. We present our technique for staged urethroplasty in this patient population.
METHODS: From 2013-2016, staged urethroplasty was performed by a single surgeon (BF) on 20 men. During first-stage surgery, the urethra is divided in the midline and lateralized. Oral mucosa graft is applied to the exposed corpora cavernosa. A bolster dressing and urethral catheter are left in place for 5-7 days. Second-stage urethroplasty is performed 6-9 months later. The urethra is tubularized over a urethral stent, which remains in place for 10 days.
RESULTS: Stricture etiology was lichen sclerosus (9, 45%), failed hypospadias surgery (8, 40%), trauma (2, 10%), and penile calciphylaxis (1, 5%). Twelve men (60%) underwent second stage urethroplasty at a median of 277 days (range 167-738). No patient required additional grafting after first stage. Complications after second stage surgery included wound dehiscence (2, 17%), fistula (1,8%), and stricture (1, 8%).
CONCLUSIONS: Staged urethroplasty is an effective treatment for patients with severe penile urethral strictures from lichen sclerosus, repeated failed urethroplasties and trauma.
Source of Funding: None
V1-12 SURGICAL MANAGEMENT OF ADULT ACQUIRED BURIED PENIS (AABP)
Thomas Fuller*, Katherine Theisen, Paul Rusilko, Pittsburgh, PA INTRODUCTION AND OBJECTIVES: Adult acquired buried penis as a result of obesity is a morbid condition. Affected patients have poor sexual function, urinary dribbling, mood disturbance, and poor quality of life (QoL). Weight loss is ineffective due to chronic skin changes and suprapubic fat pad (termed the escutcheon) lymphedema.
Previous efforts have described limited repairs including isolated resection of the escutcheon which unfortunately often leads to reburying. We present a surgical repair including escutcheonectomy, scrotoplasty, and penile degloving with split-thickness skin graft (STSG) to provide definitive repair and halt the progression of the disease process.
METHODS: A retrospective chart review was conducted of patients managed surgically for adult acquired buried penis in 2015-2016. Twelve patients were identified that underwent escutcheonectomy, scrotoplasty, penile degloving and STSG repair. All patients had morbid obesity as a sole etiology or significant contributing factor. Outcomes evaluated were surgical complications, reburying of the penis, graft take rate, and urinary symptoms.
RESULTS: Twelve patients underwent repair of adult acquired buried penis. All patients had good cosmetic results and durable unburying at intermediate term follow-up. Mean patient body mass index (BMI) was 45.4 AE 3.7. Fifty percent of the patients in the series were diabetics and 50% had hypertension and hyperlipidemia (Table 1) . Mean operative time, length of stay (LOS), and estimated blood loss (EBL) were 312 AE 59 min, 5.3 AE 1.1 days, and 304 AE 133 cc respectively. STSG take rate was 80-100% (mean 92%) ( Table 2) .
CONCLUSIONS: Adult acquired buried penis is a challenging condition to treat. Limited surgical repairs can lead to reburying of the penis, need for further procedures, and the progression of urethral disease with voiding dysfunction. Escutcheonectomy, scrotoplasty, and STSG has encouraging intermediate term outcomes with durable unburying of the penis and good STSG take rates. Further follow-up in larger series is needed but results are thus far encouraging.
